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HISTORICAL BACKGROUND—
National health care policy is a relatively
new concept in the U.S. with a rather
tortured and painful past (1). President
Theodore Roosevelt’s initial efforts to es-
tablish national health insurance in 1912
failed. Twenty-three years later, his
cousin Franklin Roosevelt incorporated
Maternal and Child Health Grants into
the original Social Security Act passed in
1935 in the midst of the New Deal. His
successor, Harry Truman, attempted to
extend medical care to the poor through
grant authorization to the states, but met
opposition from the American Medical
Association, and both Senate and House
versions of the bill foundered.
Untilrecently,theMedicareandMed-
icaidprogramssignedintolawbyLyndon
Johnsonin1965werethemostsigniﬁcant
legislation addressing health care delivery
andﬁnancingintheU.S.—extendingcare
to the elderly, the disabled, and the poor.
Since then, many have tried to establish
national coverage, but neither the Repub-
licans nor the Democrats have had suc-
cess. Richard Nixon’sC o m p r e h e n s i v e
Health Insurance Plan in 1972 was very
much like the Obama Plan presented in
2009, but was considered inadequate to
meet the national needs by the Demo-
cratic opposition. The Clinton adminis-
tration’s attempt to introduce the Health
Security Act was met with bipartisan op-
position so ﬁerce that the bill was never
brought to the ﬂo o ro fe i t h e rc h a m b e r
for a vote. The Patient Protection and Af-
fordable Care Act (PPACA) of 2010 is
clearly the most sweeping revision of
health care delivery and ﬁnance since
the introduction of Medicare and Medic-
aid. The questions surrounding it are nu-
merous, and its impact remains to be
seen; however, it is worthwhile to exam-
ine why health reform is necessary.
NATIONAL HEALTH CARE
EXPENDITURES AND
OUTCOMES—Independent of the
source of payment, per capita health care
expenditures in the U.S. rose over the last
30 years from approximately $1,000 to
$7,000 (adjusted for inﬂation) (Fig. 1)
(2). In 2010, health care expenditures
accounted for over 17% of our national
gross domestic product (GDP). Whether
that is an appropriate amount to be spent
on health care is certainly debatable—
however, two issues must be considered.
First, to the extent that we are spending
resourcesonhealthcare,werecognizeop-
portunitycostsaswelimitexpendituresin
other areas such as education, transporta-
tion infrastructure, or defense. The U.S.
national health expenditure has risen
from 5 to 17.7% of GDP since 1960 com-
p a r e dw i t hac h a n g ef r o m3 . 8t o9 %o f
GDP in countries composing the rest of
the developed world (Fig. 2). Even if we
choose to spend a substantial portion of
our GDP on health care, its annual growth
rate of 5.2% since 1960 is clearly unsus-
tainable. Reining in the growth of health
care expenditures is imperative for the
continued prosperity of the American
economy.
Second,weclearlywanttoinsurethat
we are receiving quality for our money.
The perception of most Americans is that
ourhealthcareisthebestintheworld(3).
Perhaps so, but only for those with access
andcoverage(4).However, in2006,18%
of those under the age of 65 years were
uninsured (Fig. 3) (5). With the great re-
cession of 2008, these numbers have
climbed, and now over 50 million people
are uninsured (6). Additionally, many of
those with insurance ﬁnd that their cov-
erage is inadequate leading to a state of
being “underinsured” (7). Measuring the
consequences of underinsurance is difﬁ-
cult,whereastheimpactofuninsuranceis
easier to measure. Those without insur-
ance coverage for the entire year receive
only 60% of the recommended screening
and preventive services compared with
those with coverage for the entire year.
Those with coverage for a portion of the
year fall in between with a clear dose-
dependent relationship. In looking at di-
abetes speciﬁcally, the uninsured have
almosttwicetheprevalenceofA1Cvalues
greater than 9% compared with those
with insurance (37 vs. 19%, respectively)
(8). The impact of obtaining insurance
through Medicare at age 65 years is a nat-
ural experiment in the U.S. Uninsured
adults with diabetes, hypertension, heart
disease, or stroke between the ages of
5 5a n d6 5h a v eb o t hal o w e rs u m m a r y
health score than those with insurance
and a more rapid decline with age. How-
ever,attheageof65,whenMedicarecov-
erage can be obtained, health scores for
the previously uninsured rapidly stabi-
lize, and those with prior insurance con-
tinue their age-related decline at the same
slope (9). Hospital admissions for the un-
insured with diabetes or cardiovascular
disease are lower than for those with in-
surance up until the age of 65, when the
previously uninsured enter Medicare and
quickly jump well above the levels of
those with continuous insurance (10).
Thissuggeststhattheuninsureddelaynec-
essarymedicalcareuntilsuchtimeasacrit-
ical event occurs and then present in more
serious condition and at a higher rate.
Basic diabetes care including a foot
and eye exam and measurement of A1C
and lipids is acknowledged by the Amer-
ican Diabetes Association Standards of
Care (11);however,arecent international
survey shows that only 43% of U.S. sub-
jects with diabetes received all four com-
pared with 67, 59, and 55% for the U.K.,
the Netherlands, and New Zealand, re-
spectively(12).Whenexaminingnational
mortality ﬁgures due to disorders amena-
ble to health care (including diabetes,
heart disease, stroke, and bacterial infec-
tion), the U.S. currently ranks 19th in the
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COMMENTARYdevelopedworld.Perhapsequallydiscon-
certingistheobservationthatwefellfrom
15thin1998toourpresentposition(13).
This has occurred despite our growth in
health expenditures well beyond those of
the comparison countries. Perhaps we
have not spent our health care dollars as
wisely as our neighbors.
PATIENT PROTECTION AND
AFFORDABLE CARE ACT—Over a
year of vigorous debate and discussion
produced PPACA of 2010 (14)—ap r o c e s s
that angered many and resulted in a law
that satisﬁes few. Those on the Right con-
sider it to be intrusive for the individual
mandate requirement for health insurance
and excessively costly, whereas those on the
Left decry the absence of either a public op-
tion insurance plan or a single payer.
Reforms are being initiated along a
prolongedtimeline,butseveralofthepro-
visions serve to beneﬁt people with di-
abetes this year. The insurance reform
prohibits preexisting condition exclusion
for children with diabetes and allows
themtoremainontheirparentsinsurance
to age 26 years. Lifetime limits on the
dollar value of coverage are prohibited,
and annual caps on coverage are to be
determinedbytheSecretaryofHealthand
Human Services. Rescission of policies is
now restricted to cases of fraud. Plans
mustprovidepreventiveservicesasdeﬁned
bythe U.S. Preventive ServicesTask Force,
without co-pay.
For those without insurance cur-
rently, Medicaid is expanded to include
childless adults as well as those with
incomes above current limits but below
133% of federal poverty levels. Federal
cost-sharing to the states is provided to
offset the increased expenditures for ex-
panded coverage. As many as 30 million
individuals nationwide are expected to
qualify. High-risk insurance pools are
established at either the state or national
level to provide coverage for adults with
preexistingconditionssuchasdiabetesand
those who were previously uninsurable.
This provision will terminate in January
2014, when plans will be prohibited from
excluding or increasing premiums on
such individuals. These policies expand
theuniverseofthosecoveredbyinsurance
andlimittheirco-paysforestablishedpre-
ventive services.
Changes in Medicare for 2010 in-
clude rebates for prescription drugs un-
der Part D (closing the donut hole), with
eventual elimination of the gap in cover-
age by 2020. In addition, Medicare pay-
ments to primary care physicians in health
professional shortage areas may receive a
10% bonus payment in 2011. The crea-
tion of an Innovation Center within the
Centers for Medicare and Medicaid Serv-
ices in 2011 is charged with encouraging
novelhealthdeliveryandpaymentmodels
such as the Patient-Centered Medical
Home or Accountable CareOrganizations;
approaches quite beneﬁcial to the manage-
ment of people with diabetes. Treatment
guideline development and establish-
ment of standards of care should be
facilitated by the creation of the Patient-
Centered Outcomes Research Institute
that will prioritize and fund comparative
effectiveness research to identify what
works, for whom, and under what cir-
cumstances. An original $1.1 billion in-
vestment in the stimulus bill signiﬁcantly
targeted diabetes and obesity, and future
funding should provide as much as $600
million annually over and above the Na-
tional Institutes of Health (NIH) alloca-
tions for research (15).
In 2011, the National Prevention,
Health Promotion and Public Health
Council is tasked to develop a national
strategy to improve America’sh e a l t h
with a major focus on obesity, nutrition,
and exercise. Wellness, comprehensive
health risk assessment, and personalized
Figure 1—Growth in national health expenditures per capita (2).
Figure 2—National health expenditures in the U.S. and the developed world as a percentage of
gross domestic product, 1960–2010 (2).
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Ratnerprevention plans are integrated into both
Medicare and Medicaid, but also sup-
ported within the workplace through
grants to small businesses. Diabetes care
planning is perfectly consistent with this
approach and should be easily integrated
into this paradigm. Transparency is a ma-
jor component, with chain restaurants re-
quired to post nutritional content of their
foodstoassistinself-management.Success
in addressing diabetes and prediabetes
will be assessed biennially by the Centers
for Disease Control and Prevention,
preparing a “National Diabetes Report
Card” including aggregate health out-
comes data relating to preventive care
practices, quality of care, risk factors,
and outcomes.
Theexpansionofcoveragetoasmany
as 30 million individuals previously un-
insured iscertain to taxthe currenthealth
delivery system. A Community-Based
Collaborative Care Network program
will coordinate and integrate health care
services for the currently uninsured and
underinsured,alongwith$11billionsup-
porting community health centers over
the next 5 years. Federally supported
state grants are intended to assist health
careprofessionalswillingtoworkinmed-
ically underserved areas, and a loan repay-
ment plan is established to encourage
health professionals to enter into primary
care practices. Integrated diabetes care
could become the paradigm for operation
of these centers and practices because a
largepercentageoftheclientelewillrequire
this care.
IMPACT AND SUMMARY—The
development of a national health care
policy has been contentious for almost
100years.PPACAhasgeneratedenormous
debate,with manybelievingthat itdoes far
too much at an unacceptable cost, whereas
others object that it fails to go far enough
(16). Compromise to that extent may
reveal a relatively balanced approach. No
single article can present all of the compo-
nents of a 906-page document, and obvi-
ous controversies such as the individual
mandate, minimum beneﬁt packages, and
tax implications have been omitted from
this one. The current epidemic of obesity
anddiabetes,however,issigniﬁcantlydriv-
ing the unsustainable health care costs in
thepresentsystem,andtheneedforchange
shouldbeapparent.Theimmediateexpan-
sion of coverage to a signiﬁcant percentage
of individuals with diabetes should allow
them to receive preventive and therapeutic
services that will improve health and de-
creasecostsassociatedwithhospitalization.
Support for comparative effectiveness
research in diabetes may provide new in-
formationtoimproveourtherapeuticdeci-
sions and care, minimizing treatment
failure or side effects. Increasing the num-
ber of primary care providers and support
for community health centers will increase
access to care, and new delivery systems
may improve the efﬁciency of that care.
A new focus on wellness with screening,
preventive services, nutrition labeling,
and workplace implementation will
hopefully stem the development of dia-
betes moving forward. Only time and the
implementation of these new policies
will expose the beneﬁts and pitfalls of this
new law, but our current health care situa-
tion demands change. We cannot allow
perfect to become the enemy of good.
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